The canal of Nuck is an embryological remnant of the processus vaginalis and has been described as a site for endometriosis seeding. Endometriosis localized to the canal of Nuck is exceedingly rare with three cases reported. The case of a 31-year-old woman with an endometrioma in the canal of Nuck, made diagnostically challenging by atypical imaging and clinical findings, is described.
L'endométriose dans le canal de Nuck : Des manifestations atypiques à un foyer inhabituel E ndometriosis is the presence of endometrial glands and stroma outside of the uterus. It has been found to occur in many different locations including the vagina, vulva, cervix, perineum, inguinal canal, urinary system, gastrointestinal tract, pulmonary structures, extremities, skin and central nervous system (1) . Endometriosis within the inguinal region is rare, with approximately 40 cases reported in the world literature. It may present to plastic surgeons as a nonspecific soft tissue groin mass, or to general surgeons as an inguinal hernia. The canal of Nuck is an embryological remnant of the processus vaginalis that can remain patent, and has been described as a site for endometriosis seeding (2, 3) . It is a dilation of the peritoneum that accompanies the round ligament and extends from the inguinal canal into the vulva (Figure 1 ). Endometriosis specifically localized to the canal of Nuck is exceedingly rare and presents as a soft tissue mass in the groin.
In the present paper, a case of endometriosis of the canal of Nuck which was presented to the authors' plastic surgery service as a soft tissue mass of the groin is described. Because endometriosis is traditionally managed by gynecology services, this case underlies the need for general and plastic surgeons to be aware of this condition and how it may be differentiated preoperatively from other soft tissue masses of the groin.
CASE PRESENTATION
A healthy 31-year-old premenopausal woman presented with a mass overlying her right pubis. The mass had been present for six months and had been slowly increasing in size over that time period. The size changes were noted to concur with menses. Her past medical history was unremarkable. She denied catamenial pain at the time of presentation. Physical examination revealed a 2 cm subcutaneous thickening to the right of the midline overlying the patient's right pubis, that was painful on palpation.
Sonographic examination showed a subcutaneous, welldefined hypoechoic nodule measuring 1.6×1.0 cm (Figure 2 ). Sonographically guided aspiration biopsy yielded insufficient information for a diagnosis: scant cellularity, hemosiderinladen macrophages and some fibrous tissue. Contrastenhanced computed tomography of the abdomen and pelvis revealed a small, homogenous, soft tissue nodule comparable with the sonography results. Subsequently, pelvic magnetic resonance imaging (MRI) was ordered and showed an intermediate signal intensity T1-weighted and T2-weighted nodule with homogenous enhancement measuring 1.0×1.8×1.2 cm (Figure 3) . The lesion was felt to be superficial to the abdominal wall musculature. No associated pelvic disease was identified. Imaging features suggested that the mass could represent inflammatory disease. No specific features of endometriosis or a neoplastic process, such as a soft tissue sarcoma, were present.
Definitive excisional biopsy of the lesion was performed. Surgical exploration revealed a 2×2 cm, brown-coloured mass encased in a sac-like structure that was in close approximation to the round ligament. Pathological examination of the specimen provided a diagnosis of endometriosis.
DISCUSSION
Endometriosis of the canal of Nuck is an extremely rare condition that presents as an inguinal mass. There are few reports of this entity published in the world literature (2-4).
The preoperative diagnosis in this case was challenging because of atypical imaging features and nondiagnostic fine needle aspiration (FNA). In classic endometriosis, sonography and MRI are the primary diagnostic imaging tools. In our patient, sonography confirmed the presence of a focal lesion showing hypoechogenicity without through transmission. The absence of specific findings to suggest endometriosis, however, led to the need for FNA. FNA biopsy has been shown to be very accurate at distinguishing endometriosis from neoplastic considerations and inflammation (5). In our case, FNA was nondiagnostic. MRI was pursued for characterization and localization of the lesion. MRI has high sensitivity and specificity compared with other imaging modalities in the diagnosis of pelvic endometriosis. The sensitivity and specificity of MRI have been reported as high as 90% and 98%, respectively, in diagnosing endometrial cysts (6) . MRI in this patient, unfortunately, was nonspecific. Although inflammatory disease and endometriosis were considered, a soft tissue sarcoma could not be excluded from the differential diagnosis. Surgical excision was therefore performed.
Surgical excision is both diagnostic and therapeutic for pelvic endometriosis. Strasser and Davis (7) have shown that excision is curative and results in permanent relief of pain. There have been several case reports of malignant transformation of endometriosis within the vulva and labia, with one series reporting a malignant transformation rate of 0.7% to 1.0% (8) (9) (10) .
The diagnostic dilemma in our patient could be attributed to three primary factors. First, the disease entity was in an extremely unusual location. Second, the FNA was nondiagnostic. Third, the imaging manifestations on both sonography and MRI in our patient were atypical. This case illustrates the challenges in diagnosing atypical presentations of well-recognized diseases. A palpable mass in the subcutaneous tissues of the pelvis is a nonspecific finding. However, in women at risk for endometriosis, we believe that the traditional dogma of 
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